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THE FUTURE OF THE MID-LEVEL DENTAL PROVIDER 
IN MASSACHUSETTS  
AJISA MARKELLA LITI 
ABSTRACT 
This paper demonstrates the need for expanding the Massachusetts 
dental workforce to include the Advanced Dental Hygiene Practitioner (ADHP), a 
model successfully used globally for many decades in other countries, to better 
serve the oral health needs in underserved populations. Specifically, the 
underserved population includes children, the elderly, minorities, people with 
disabilities, and MassHealth members who suffer the most severe consequences 
from the lack of dental access.  
Although the first dental therapist was not employed in the United States 
until 2005 in Alaska, an attempt to increase access by introducing a new member 
to the dental workforce dates back to 1949 in Massachusetts. However, 
Massachusetts has yet to include any variation of mid-level providers as part of 
their dental workforce despite several attempts due to continued opposition from 
the American Dental Association and organized dentistry.  
Incorporating ADHPs into the dental care delivery system would help 
increase access to individuals while lessening the burden placed on the state’s 
principal dental safety net to those who 1) cannot find a dental provider in their 
area, 2) cannot find a dentist who accepts Medicaid, and/or 3) cannot afford 
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dental care. Evidence has long indicated that dental therapists provide cost-
effective, safe, quality dental care. 
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1. Introduction and Overview  	
The purpose of this paper is to demonstrate the need for expanding the 
Massachusetts dental workforce to include the Advanced Dental Hygiene 
Practitioner (ADHP) to better serve its underserved populations. Incorporating 
ADHPs into the dental care delivery system helps increase access to individuals 
who 1) cannot find a dental provider in their area, 2) cannot find a dentist who 
accepts Medicaid and/or 3) cannot afford dental care. Community health centers 
provide the ideal work setting for ADHPs. In Massachusetts, they can help 
address the unmet needs of the underserved population, which includes children, 
the elderly, people with disabilities, minorities, and MassHealth members while 
lessening the burden placed on the state’s principal dental safety net [1, 2].  
As many as 54 countries including New Zealand, Great Britain, Australia, 
and Canada have approved dental therapists, a mid-level provider, to help 
address their nation’s need for an increase in access to dental care [3]. Whereas 
in the United States, millions of underserved Americans are left without dental 
care each year. To address this issue and increase dental access, the United 
States should take into consideration the implementation of a mid-level dental 
provider to help the dental care delivery system, a model successfully used 
globally for many decades in other countries.  
Despite great opposition by the American Dental Association (ADA) and 
the Alaska State dental association, Alaska was the first state to utilize dental 
therapists, referred to as “Dental Health Aide Therapists” (DHAT) to address the 
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lack of dental access in their tribal populations [3,4]. Minnesota, Maine and 
Vermont followed Alaska’s example and introduced an adapted version of dental 
therapists, dental hygienists with more training, to serve their population’s needs. 
Due to continued opposition, likely stemmed from a lack of understanding of the 
utility and benefit of mid-level dental providers, Massachusetts has yet to include 
any variation of mid-level providers as part of their dental workforce despite 
several attempts to do so [3]. Studies investigating public awareness and social 
acceptability of dental therapists found that only 10%-15% of participants were 
aware of dental therapists, with practically no participant knew of their scope of 
practice [5]. Evidence has long indicated that dental therapists provide cost-
effective, safe, quality dental care [3,6,7,8]. In fact, they have been shown to 
sustain “technical standards” similar to that of a dentist [4].  
 
Oral Health Status in the United States  
Underserved populations 
Lack of dental access disproportionally affects underserved populations 
including children, the elderly, people with disabilities, minorities, and Medicaid 
members. Dental access is further hindered by a shortage of dental providers as 
seen in Health Professional Shortage Areas (HPSA), lack of affordability due to 
increasing dental costs, and by a lack of provider’s accepting Medicaid, a public, 
needs-based health insurance program. With about two thirds of children ages 5 
to 17 experiencing tooth decay, dental caries are five times more common than 
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asthma, making tooth decay the most common chronic disease among children 
[9]. According to the 2000 U.S. Surgeon General’s Report, school-aged children 
are reported missing more that 51 million hours of school due to oral health 
problems [9]. A 2003 study concluded that only 22% of all U.S. children under the 
age of 6 received dental care [3]. In 2009, approximately 17 million low-income 
children did not receive dental services [10].  
In fact, low-income individuals regardless of their age are more likely to 
experience more dental disease in comparison to their higher-income 
counterparts. Many low-income adults choose the considerably less expensive 
route of extraction to address decayed and infected teeth. In 2010, employed 
adults were reported missing more than 164 million hours of work each year due 
to dental problems [9]. More recently, as of 2014, only 53% of low-income 
children and 56% of low-income adults saw a dentist [11]. 
Affordability and dental insurance: Medicaid, Emergency rooms 
Affordability plays a key role in dental access. In the U.S., 130 million 
citizens do not have dental insurance [12]. Private insurances either deny access 
to dental coverage or provide dental coverage that includes high out-of-pocket 
fees. From the already low number of dentists providing dental services in the 
U.S., about 20% provide care to patients with Medicaid [13]. Dental care covered 
by Medicaid is state dependent, with each state having the option to either not 
provide dental care to adults or provide limited dental services. The U.S. 
Government Accountability Office (GAO) reported less than half of all dentists in 
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25 states provided treatment for Medicaid members [14]. 
The lack of dental safety nets has led to the increased use of emergency 
room (ER) visits for otherwise preventable dental conditions to alleviate pain from 
abscesses and toothaches. In 2012, dental ER visits had reached an alarming 
2.18 million, more than doubling since 2000 [15,16]. With adult Medicaid 
coverage being limited or eliminated depending on the state, ERs have seen an 
influx of patients seeking attention for dental problems [2]. Dental ER visits are 4-
7 times more expensive than dental office visits, with a visit to the ER ranging 
from $400-$1,500 per visit while a visit with a dentist ranges between $90-$200 
[11]. However, unlike dental care, ER visits are more likely to be covered by both 
private and public insurance. Nonetheless, most ERs lack the dental equipment 
and dental personnel to provide meaningful dental care. Not only are ER visits an 
expensive, temporary solution; they are also not a viable dental safety net option, 
and, therefore, should not be dental safety net used in the U.S. [2].  
Workforce shortages: Health Professional Shortage Areas   
There are 210,030 professionally active dentists and more than 185,000 
dental hygienists in the United States [13,17]. With a U.S. population of over 324 
million, not only is the number of practicing dentist too low, it is also 
disproportionally distributed across the U.S. [18]. 
 The shortage of dental care providers has led to the designation of Health 
Professional Shortage Areas or HPSAs. HPSAs are designated by the Health 
Resources and Services Administration (HRSA) as having a shortage of primary 
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medical care, dental or mental health providers [19]. The dental HPSAs are 
divided by 1) geographic areas, 2) population groups, and 3) facilities. Along with 
other determining factors, geographic areas must have a population to full-time 
dentist ratio of at least 5,000:1 [19]. Native American tribes are automatically 
included into HPSA population groups; qualified as having  
“A ratio of the number of persons in the population group to 
the number of dentists practicing in the area and serving the 
population group of at least 4,000” [13].  
 
For Alaskan Native Americans, before the introduction of DHATs, one 
dentist was available for 2,800 persons in the population group in a very rural 
geographically dispersed area  [8,20]. This far exceeded the recommended ratio 
of 1 dentist per 1,500 persons for a population [8,20]. Federal correctional 
institutions state correctional, public medical facilities and non-profit medical 
facilities can qualify as HPSA facilities if the dental needs of the population group 
are not met [13]. In 2016, more than 49 million Americans lived in 5,351 dental 
HPSAs nationwide, an increase of over 40% since 2011 [13,21]. HRSA estimates 
that an additional 9,000 dental providers are needed to address these shortage 
areas [10,22].  
What is a Mid-level Dental Provider? 
 There are different types of mid-level dental providers. The two major 
ones are dental therapists and the Advanced Dental Hygiene Practitioner. 
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Dental Health Aide Therapist 
Dental Health Aide Therapists (DHAT) have been utilized in Alaska by the 
Native Alaskans since 2005 [4]. Commonly known as “dental therapists”, these 
mid-level dental providers were first introduced in New Zealand 1920 [4]. 
Historically, DHAT is a dental provider who receives two years of dental 
education post-secondary school followed by a clinical preceptorship with a 
supervising dentist [23]. Upon graduating from a dental therapy program they are 
awarded their associate degree [23]. They are educated to provide basic 
preventive dental care, oral hygiene instruction and both basic and emergency 
restorative care. Dental therapists are trained to provide a narrow set of 
“irreversible” procedures typically performed only be dentists such as drilling and 
filling [2]. Their services are limited to their scope of knowledge and skill and are 
typically performed under the general supervision of a dentist. 
Advanced Dental Hygiene Practitioner  
The Advanced Dental Hygiene Practitioner (ADHP) model is being 
proposed in Massachusetts. This model was first introduced in the United States 
in Minnesota where the mid-level dental provider is referred to as an Advanced 
Dental Therapist (ADT) [24]. An ADHP has a Bachelor of Arts or Science in 
Dental Hygiene prior to starting the Master’s ADHP program. A clinical 
preceptorship as a dental therapist is required to complete the typically 24- to 28-
month program [22,24]. They are educated to provide full preventive dental care, 
periodontal assessment, scaling, root planning, and routine restorative services 
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such as drilling and filling. A dentist is typically not required to be on site, but 
collaboration between the ADHP and dentist is usually required, which limits their 
scope of practice [22-24]. 
This trend of combining dental therapy and dental hygiene has given rise 
to dual certification programs on a global scale [3,4]. The need for such programs 
was brought about by 1) unemployed dental therapists seeking out further 
education as dental hygienist as seen in Great Britain, and 2) the increasing 
number of dental hygienist who are looking to expand their skill set and become 
educated to provide preventive and restorative services, i.e. drilling and filling as 
proposed in Massachusetts [4].  
Levels of Supervision 
The level of supervision under which a mid-level provider is permitted to 
practice heavily influences the positive impact they are capable of making in the 
United States. Various mid-level dental providers practice under either 1) 
direct/indirect, 2) general, or 3) remote supervision/collaborative agreements of a 
dentist, see Figure 1. For direct/indirect supervision the dentist must authorize 
and be present when the mid-level provider treats patients [25]. For general 
supervision, they authorize treatment but need not be present [25]. Lastly, for 
remote supervision/ collaborative agreements the dentist need not be present nor 
previously authorize treatment, however, the dentist is required to supervise and 
monitor dental care [25]. In 2013, The Federal Trade Commission Office of Policy 
Planning, Bureau of Economics and Bureau of Competition (collectively, FTC), 
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commented on the Commission on Dental Accreditation’s (CODA) proposal, the 
Accreditation Standards for Dental Therapy Education Programs, recommending 
that CODA alter their proposed standards for the level of supervision placed on a 
dental therapist [26,27]. The FTC staff stated that,  
 
“the ability of dental therapists to work without a dentist on the 
premises is crucial to their ability to increase [access to dental care] 
in areas where [there are dental professional shortages]” [26,27].  
 
 
 
 
 
Figure 1: Levels of supervision required for various mid-level dental 
providers.  Figure taken from [25], updated on July 20, 2016 to include 
Maine DHTs and Vermont DPs] 
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Dental Therapists Globally 
New Zealand  
The New Zealand Department of Health established the first training 
program for dental therapists in 1920 in response to the lack of dental access in 
the country for children [4]. The program included two years of education post-
secondary school, vocational training equivalent to an associate degree [3]. At 
the time, the ratio of dentist per capita was an astounding 1:12,000 further 
establishing the need for a new dental workforce [4]. The program was initiated 
for children’s dental care in the schools with a specific focus on preschools and 
school-aged children up to the age of 12 [4]. Fifty years after the program’s 
introduction, permanent tooth loss was almost non-existent in this age group and 
enrollment into the voluntary program reached more than 60% for preschoolers 
and 95% for school-aged children [4]. A 2009 survey conducted by the Ministry of 
Health concluded that treatment was provided for 81.7% of teeth requiring care 
[3]. In New Zealand, untreated dental caries are a rarity for children under the 
age of 13 and enrollment into the voluntary program has reached 60% for 
preschoolers and more than 98% for school-aged children under the age of 13, 
as reported in 2010 [3,4].  
The role of the dental therapist is easily adaptable to meet the needs of 
the population they are serving. For New Zealand dental therapists, the program 
has been adapted into a dual certification program, which merges the dental 
therapist and dental hygiene programs into a unified 3-year Bachelor of Oral 
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Health degree program [4]. This change was most likely brought about by the 
advances in public health dentistry such as community water fluoridation, which 
led to a reduction of caries and thus a decline in the need for dental therapists 
[4]. Additionally, today New Zealand dental therapists services a larger age 
bracket with those credentialed in general dental therapy treating patients up to 
age 18 and those seeking further training for treating adults. Unlike their 
predecessors who were limited to school dental services, as of 2003, dental 
therapists are permitted to work in the private sector servicing adolescent 
patients for their employer, a dentist [4]. The great success of the New Zealand 
dental therapist program is reflected by the obvious acceptance and trust placed 
on them by dentists, who when surveyed, 60% said they were willing to employ a 
dual certified dental therapist/ hygienist [4].  
Great Britain 
The New Zealand dental therapist model has been the foundation for 
numerous dental therapist programs globally, including Great Britain’s first dental 
therapist school, which opened in 1959 [4]. Their program has also been adapted 
into a dual certification program, which merges the dental therapist and dental 
hygiene programs into a unified 27-month Bachelor of Science degree in Oral 
Health Sciences [4]. This change was brought about by the lack of positions for 
dental therapists employed by the government and hospitals [4]. Meanwhile, 
dental hygienists who were employed in private dental practice were presented 
with more job opportunities [4]. More recently, the General Dental Council 
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allowed for dental therapists to work in private practice, thus eliminating the 
previous dilemma [4].  
Australia  
The Australian dental therapist program, which was modeled after the 
New Zealand program, began in 1966 and targeted children’s dental care by 
limiting practice to the School Dental Services [4]. Typically, dental therapists 
employed in the public sector are limited to working with patients under the age 
of 18 [4]. However, one Australian state has expanded the age bracket for dental 
therapists, allowing them to treat adults in private dental offices and community 
and hospital clinics [4]. Like the founding program, the Australian program 
transitioned from a two-year certificate program to a dual certification program, 
which merges the dental therapist and dental hygiene programs into a unified 
three-year oral health therapist program [4]. 
Canada 
In Canada, dental therapists have been utilized since the 1970s with the 
first dental therapy school in North American being established in 1972 [28]. In 
1974, the Saskatchewan Dental Therapists Association (SDTA) was founded 
followed by the Saskatchewan Health Dental Plan (SHDP) being put in place in 
one region of Canada [29]. The initiative was aimed towards children through 
school-based dental clinics where a team made of dental therapists and dental 
assistants worked under the general supervision of a dentist employed by the 
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SHDP [29]. In the first years of the plan, only six year olds were eligible to enroll 
[29]. By the mid-1980s the SDHP expanded its eligibility to include children ages 
3 to 15 and eventually adolescents [4]. A dental team of 400 individuals, 
including dentists, dental therapists, and dental assistants, were providing more 
affordable dental care to more than 80% of school children [3,4]. In 1986, it cost 
$91.98 per child to provide services through the school-based program while 
utilizing a dental therapist [3]. In 1974, the average cost of a child receiving 
dental care in the private sector was an astonishing $341.89 [3]. 
By 1987, the plan was privatized, due to the actions of a conservative 
government and organized dentistry, ultimately leading to the school-based 
dental program being eliminated [4]. The one school of dental therapy located in 
Prince Albert, Saskatchewan lost its federal funding in March 2011 [29]. Today, 
despite numerous obstacles, 280-300 dental therapists continue to serve their 
community in a variety of workplaces including private practice, government 
organizations, teaching institutions, and aboriginal organizations [4].  Table 1 
shows the different mid-level providers in the United States, their level of 
education, supervision, and scope of service.  
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Table 1: Mid-Level Dental Providers in the US.  States employing mid-level dental providers, including their 
education, level of supervision and scope of practice [11,22,25,30] 
 
State 
 
Provider Prior 
education 
Program 
duration 
Degree 
conferred/ 
additional 
training  
Dentist 
supervision 
Scope 
Restorative Care 
 
Preventive 
Care 
Diagnosis 
and TX 
Advanced Basic Below 
GL 
Above 
GL 
AK Dental 
Health Aide 
Therapist 
High school 24 months Diploma/ 
certificate 
General* 
(Remote) 
No Yes No Yes Limited 
MN Dental 
Therapist 
High school 
+10 
prerequisite 
courses 
28 months Bachelor’s 
degree in 
DT 
General 
(Under 
some direct/ 
indirect) 
No Yes Yes Yes Limited 
Advanced 
Dental 
Therapist 
B.A. or B.S. 
in Dental 
Hygiene 
26-28 
months 
Master’s 
degree in 
ADT 
General* No Yes Yes Yes Yes 
ME Dental 
Hygiene 
Therapist 
Min. 
Associate’s 
Degree in 
Dental 
Hygiene 
Min. 4 
semesters 
B.S. in 
Dental 
Hygiene ◊ 
+ DT 
program 
Direct** No Yes Yes Yes Limited 
VT Dental 
Practitioner  
Degree in 
Dental 
Hygiene 
(3 years) 
24 months + CODA 
approved 
DT 
program  
General* No Yes Yes Yes Limited 
* Collaborative management agreement for some procedures 
** Written practice agreement  
GL: Gum line 
◊ Unless otherwise completed	
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Mid-level Providers in the United States  
Alaska (AK) 
In Alaska, the lack of dental access for the Native American and Alaskan 
populations is compounded by geographic isolation, the shortage of dentists and 
poverty. These populations suffer the highest incidence of dental caries (cavities) 
in the United States [31]. As Conan Murat, a dental therapist, accounts, before 
the dental therapists program, dentists made yearly visits to villages. The visits, 
which lasted a few days, consisted of extracting decayed and infected teeth 
primarily from children with no preventive care being implemented [6]. Together 
with tribal health organizations, the Alaska Native Tribal Health Consortium 
(ANTHC), a nonprofit health organization that provides health services to more 
than 140,000 Alaska Natives and Native Americans in Alaska, initiated what 
came to be known as the Dental Health Aide Therapist (DHAT) [3,4,6,23]. In 
2003, Native American Alaskans were sent to the University of Otago, New 
Zealand to be trained as dental therapists [3,6]. In 2007, the ANTHC partnered 
with The University of Washington School of Medicine to open the DHAT 
Educational Program, also known as DENTEX in Alaska [6,8]. Alaskan DHATs 
receive two years of education post-secondary school followed by a 400-hour (3 
month) clinical preceptorship with a supervising dentist [8,23]. Their services are 
limited to their scope of knowledge and skills and performed in collaboration with 
a dentist regardless of whether or not a dentist is on site, see Table 1 [6,23]. The 
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Community Health Aide Program Certification Board certifies DHATs to practice 
in the Alaska Tribal Health System and received Medicaid reimbursement for 
their services [20,23]. Additionally, a competency evaluation is required every 
two years resulting in continuous recertification of the DHAT further attesting to 
their quality of care as well as a minimum of 24 hours of continuing education 
every two years [20,23].  
Initially, the program had severe opposition. The first group of dental 
therapists graduating from New Zealand arrived home only to be met with strong 
opposition from the American Dental Association (ADA) and the Alaska Dental 
Association. Full-page advertisement against the program and attempts to block 
it through state and federal government channels all failed, see Appendix 1. The 
dental associations eventually sued both the ANTHC and the individual DHATs 
for “the illegal practice of dentistry”, even though the program provided much 
needed care to the underserved [3]. The Alaska Superior Court ruled against the 
ADA and the Alaska Dental Society (and several private practitioners party to the 
lawsuit) and a subsequent settlement agreement was reached between the 
parties [20]. Today, DHATs provide preventive and restorative care for over 
40,000 of the 85,000 Alaska Native children and adults living in 81 rural and 
geographically isolated communities [8,32].  
Minnesota (MN) 
After Governor Tim Pawlenty signed File 2083 into law, Minnesota 
established its first mid-level dental provider program in May 2009 to address the 
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shortage of dentists in the state [21,24]. There are two dental therapist 
educational programs in existence in Minnesota: the Dental Therapist (DT) 
program and the Advanced Dental Therapists (ADT) program [3,11,23]. These 
programs are offered at Normandale Community College/ Metropolitan State 
University and the University of Minnesota School of Dentistry [23]. Upon 
completion of their respective programs, dental therapists receive either a 
Bachelor’s or Master’s degree followed by a clinical preceptorship with a 
supervising dentist and completion of a competency evaluation and licensure 
exam, see Table 1 [23]. Both DTs and ADTs are restricted to practice only in low-
income, underserved populations settings such as community health centers, 
schools, and head start programs, further enhancing dental care access for these 
high risk populations [3,23].  
The ADTs must have a Bachelor of Arts or Science in Dental Hygiene 
prior to starting the master’s ADT program. A 2,000-hour clinical preceptorship as 
a dental therapist is required to complete the program [22,24]. Additionally, ADTs 
are required to pass the Minnesota Board of Dentistry certification exam [23]. A 
dentist is not required to be on site, but there must be a collaborative oral health 
team between an ADT and dentist [22,23,24]. The ADT model parallels the 
ADHP model proposed in Massachusetts.  
The Minnesota Dental Association strongly opposed the new dental 
therapist program proposal while still in the preliminary stages of legislation [22]. 
The proposed training program for a new member of the dental workforce set in 
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place by faculty members of Minnesota community colleges and supported by 
research gathered by Dr. Colleen Brickle, a dental hygienist health educator and 
Dean of Normandale Community College, rendered their efforts unsuccessful 
[22].  
Maine (ME) 
In April 2014, Maine approved the Dental Hygiene Therapy (DHT) model 
to “improve access to oral health care” [33]. At the time, only 13.5% of dentists 
practiced in Maine’s remote, rural areas, inhabited by two thirds of Maine’s 
population [25]. Maine’s version of the ADHP requires at least an associate 
degree in Dental Hygiene prior to entering a dental hygiene therapy education 
program. The dental hygiene therapy program must be a minimum of 4 
semesters and include a 2,000-hour clinical preceptorship with a supervising 
dentist, see Table 1 [33]. Upon completion of a dental hygiene therapy program 
they are conferred a Bachelor of Science in Dental Hygiene degree and must 
pass a comprehensive competency-based clinical exam [33]. They are required 
to complete 35 hours of continuing education in the 2 years prior to renewing 
their license [33]. DHTs are limited in their practice by being permitted to serve in 
various public health settings such as hospitals, public schools, residential care 
facilities, clinic, health centers reimbursed as a federally qualified health center 
(FQHC) or in private practices in which at least 50% of their patients are covered 
by MaineCare program, Maine’s Medicaid program [33]. DHT are under the 
direct supervision of a dentist and must enter into a written practice agreement 
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with a supervising dentist [33,34]. Their scope of practice includes various 
preventive and restorative procedures, as well as radiographs, simple 
extractions, crown and space maintainer placement, and administration of local 
and nitrous oxide anesthesia [26].  
Although the addition of a DHT to the Maine dental force is a step in the 
right direction, the law should be amended such that it does not limit the DHT to 
work under direct supervision of a dentist. Proponents, including the American 
Dental Hygienist Association (ADHA), declare that members of the dental 
hygiene workforce graduating from an accredited program are “competent to 
provide hygiene services without supervision” [26].   
Vermont (VT) 
Access to dental care is scarce for many Vermont residents who cannot 
afford to go to the dentist. In 2009, 62,000 adults age 18 to 64 and 10,000 
seniors were not able to meet their dental needs due to lack of affordability [14]. 
More recently, in 2014, 38% of children covered by Medicaid received no dental 
care [35]. To increase access, In June 20, 2016, Senate Bill 20 was signed into 
law by Governor Peter Shumlin creating dental therapists, known as Dental 
Practitioners (DP) [36]. The Vermont version of an ADHP is a licensed dental 
hygienist who must complete a dental hygiene therapy program as well as a 
1,000-hour clinical preceptorship with direct supervision by a dentist, see Table 1 
[36]. Their scope of practice encompasses preventive and restorative procedures 
(not including permanent tooth crowns), evaluation and assessment, 
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radiographs, extraction of primary teeth, and administration of local and nitrous 
oxide anesthesia and is performed under the general supervision of a dentist with 
which they have a written collaborative agreement with [36]. In order to practice 
DPs must pass a comprehensive competency-based clinical exam and are 
required to renew their licenses and registrations every two years [36].  
Other Bills Proposing Hygiene-Based Programs Not Yet Law 
In the United States, there are 336 entry-level dental hygiene programs 
and over 185,000 dental hygienists [13,17,37]. Currently, there are 39 states that 
allow dental hygienist to provide dental hygiene services under general 
supervision without the presence of a dentist [37].  There has been a rising trend 
of combining dental hygiene and dental therapy programs in the United States. A 
number of states are proposing bills, which are not yet law, in favor of dual dental 
hygiene/ dental therapy programs. As of April 2016, Connecticut (CT), Georgia 
(GA), Hawaii (HI), Kansas (KS), New Mexico (NM), North Dakota (ND), South 
Carolina (SC), Texas (TX), Washington (WA), and Massachusetts (MA) all 
proposed bills in an effort to increase access in their state by the addition of a 
hygiene-trained dental therapist, see Table 2. Specifically, in connection with this 
movement for dental hygiene therapists, legislation was introduced in 2015 and 
2016 in Massachusetts to further support the addition of a “hygiene-based” 
model to help address the access issue [37]. 
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Table 2: States Proposing Mid-level Dental Providers. Included is their 
education and level of supervision required. * Indirect supervision for some 
procedures  [32] 
 
 
State Provider Prior education Degree conferred/ additional training 
Dentist 
supervision 
CT ADHP Degree in Dental Hygiene Master’s degree General 
GA DHT B.S. in Dental Hygiene + DHT program (4 semesters min) Direct 
HI ADT Degree in Dental Hygiene Master’s degree  General* 
KS DP Degree in Dental Hygiene 
+ 18 month DP education 
program General 
MA DHP Degree in Dental Hygiene + 12-18 month training  General 
NM DT High school  3 year Dental Hygiene/ DT program General 
ND APDP Degree in Dental Hygiene + ADPDH education program General* 
SC DT Degree in Dental Hygiene 
+ Post-baccalaureate DHT 
education program  General 
TX DHP Degree in Dental Hygiene  + 2 year DHP program General 
WA DHP Degree in Dental Hygiene 
+ Post-baccalaureate 
certificate  General 		  
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2. Published Studies 	
The 2014 review, A Review of the Global Literature on Dental Therapists, 
funded by the W.K. Kellogg Foundation, sought to identify as many documents 
as possible related to the topic of dental therapist since the time of its creation in 
1921. The search identified 54 countries incorporating dental therapists as part of 
their dental workforce [3]. Eleven hundred documents were identified from 26 of 
the 54 countries using dental therapists [3].  
The 54 countries identified as incorporating a dental therapist as part of 
their dental workforce included both developing and developed countries such as 
Great Britain, Australia, and Canada [3]. New Zealand, Australia, Canada and 
the United States are among the top 6 countries on the Human Development 
Index currently utilizing dental therapists [3]. The United Kingdom, which is also 
utilizing dental therapists, is listed in the top 50 countries on the Human 
Development Index [3]. The Human Development Index is a summary measure 
of life expectancy at birth, years of education, and standard of living based on 
gross national income per capita. 
Additionally, the 2014 Kellogg Foundation funded review, found that in 
most of the 54 identified countries, the normal education for dental therapist 
consisted of a vocational training in a 2-3 year curriculum. Supervision by a 
licensed dentist was stressed throughout the literature. The “levels of 
supervision” varied and a supervising dentist may or may not be on site 
depending on the restrictions set by different countries for different practice 
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settings [3]. Regardless of the level of supervision, issues of safety or harm 
relating to the services provided by a dental therapist were not a problem [3]. In 
fact, studies have consistently found dental therapists provide care that is 
“comparable” and in some studies “superior” to that of a dentist [3].  
The economic benefit of utilizing dental therapists has been documented. 
In New Zealand where the average cost of care by the school-based dental 
therapists is only $99/ child [3]. In a private practice, $99 would only cover a 
comprehensive exam, radiographs (x-rays) and a cleaning in New Zealand [3]. 
Basic restorative care would cost an additional $99 [3].  
Additionally, the literature concluded that support by the dental profession 
for dental therapists increases over time in the countries reviewed [3]. They are 
strongly supported by both patients and parents of children in school-based 
programs and overall are met with general acceptance by both the public and 
dental profession [3].  
The 2011 survey, The Dental Access Gap, conducted by Lake Research 
Partners, found that 82% of Americans believed it was difficult for the people in 
their communities to get access to free or low-cost dental care [31]. The 
nationwide survey of 1,023 adults ages 18 and older concluded that barriers to 
access included, affordability, lack of insurance, and a shortage of providers [31]. 
Most participants (78%) were in support of dental therapists when presented with 
the option of a dental therapist under the supervision of a dentist to overcome 
these barriers [31].  
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As many as 41% of the participants reported they or a member of their 
family have avoided dental care in the last 12 months because of cost [31]. In 
fact, 55% of individuals with household incomes of less than $30,000 and 54% of 
those without insurance were most likely to report avoiding dental care due to 
cost [31]. Although 79% of the participants are aware of the importance of routine 
dental care, 41% reported not having dental insurance [31]. 31% reported that 
their access to dental care is limited because of a lack of a dentist in their area 
[31]. Workforce shortages were reported mostly among individuals with incomes 
less than $30,000, those who lack dental insurance, those who have a high 
school diploma or less [31]. Additionally, individuals living in West South Central 
regions of the U.S. (Arkansas, Louisiana, Oklahoma, Texas) reported the most 
workface shortages [31]. A majority of the participants (84%) believe that there is 
an issue with the lack of affordable dental care in the U.S. and were supportive 
(78%) of the training of a “licensed dental practitioner” [31].  
In 2008, Bolin audited dental records of patients receiving dental care from 
DHATS and dentists in Alaska [7]. A review of 640 similar dental procedures 
performed on 406 patients in three health care settings revealed no significant 
difference in the quality of dental care performed by either DHATs or dentists [7].  
The audit assessed not only the quality of care, but also any incidents reported 
during or after treatment [7]. From the 640 procedures reviewed, 26.7% were 
performed by a dentist, 34.1% by a DHAT under direct dental supervision and 
39.2% by a DHAT under general supervision. Data revealed DHATs provided 
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care for a greater number of children while dentists treated an older demographic 
consisting of patients older than 35 years of age [7]. The study found no 
significant evidence to indicate that irreversible dental care, such as drilling and 
filling, provided by either of the two dental providers differed [7].  
A baseline study was conducted in 2016 to collect data on employment 
status, patient demographics and types of performed procedures of Minnesota 
dental therapists in four participating practices [24]. The practices included two 
rural dental practices (Practice 1 & 2), a mobile-based federally qualified health 
center in a small urban setting (Practice 3) and a federally qualified health center 
in a large urban setting (Practice 4). Additionally, the study looked at treatment 
provided by dentists before and after they employed a dental therapist in hopes 
of determining if more complex procedures were performed by a dentist after 
employment of a dental therapist [24].  
All four dental therapists were employed full-time and treated patients of 
different ages depending on the practice setting [24]. In one practice (Practice 2), 
dental therapists saw mostly children, while in another (Practice 3) mostly adults 
[24]. Practice 4 dental therapists saw a combined high number of children and 
adults [24]. Dental therapists provided care for the majority of patients with public 
insurance or who were uninsured [24]. However, in the two private practices 
(Practice 1 & Practice 2), dental therapists encountered more patients with 
private insurance in comparison to the two federally qualified health centers [24]. 
Though restorative care was the major service provided, diagnostic and 
	 25 
preventive care were also provided in all four practices by a dental therapist [24]. 
Simple extractions, local anesthesia, night guards, and emergency pain 
treatment were assigned to dental therapists in 75% of the practices [24]. In all 
the practices, dental therapists provided oral hygiene instruction, sealant 
placement on the chewing surface of molars and premolars, fluoride varnish 
application, and pediatric prophylaxis [24].  
A chi square test showed that the work performed by a dentist after 
employing a dental therapist had significantly changed [24]. Dentists across the 
board performed fewer preventive and restorative treatments after the 
employment of a dental therapist [24]. This change allowed for dentists to take on 
more complex work that was outside the scope of practice of a dental therapist, 
such as endodontics, removable and fixed prosthodontics, orthodontics, and oral 
surgery [24]. 
A 2016 survey questioned 600 individuals on their attitude towards mid-
level dental providers such as a DT [5]. The group of 600 was made up of 
patients and anyone who accompanied them in the waiting room of an urban 
university-based clinic [5]. They were questioned about oral health experience (of 
participant and any dependent children), purpose of current clinic visit, and their 
level of comfort with a dual licensed dental hygienist/ therapist after a brief 
description was provided [5]. They were also asked their readiness to receive 
various treatments from a dental hygienist/ therapist. The study concluded that 
44% of participants stated they would be comfortable being treated by DT for all 
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7 of the following services: filling, extraction, injection, cap/crown, 
advice/information, explanations, and emergency [5]. 75% were comfortable with 
only 5 of the procedures [5]. The participants were more comfortable receiving 
advice and information from a DT about their oral health (85.7%) and their child 
(82.2%), as well as, explanations of treatment options for both themselves 
(83.3%) and their child (83.0%) [5]. A great percentage of participants were 
comfortable with a DT in a case of emergency, as well as with fillings for both 
themselves (79% and 76.8%) and their child (76.4% and 73.4%) [5]. The 
participants were divided in regards to their comfort level with a DT providing 
restorative care for crowns [5]. Less than 10% of participants were uncomfortable 
with a DT providing treatment for all proposed procedures [5]. Approximately 
66% of participants who were uncomfortable receiving any procedure from a DT 
indicated they would reconsider if a dentist provided them with a treatment plan 
and guaranteed a DT’s skill level [5]. Insurance played a significant role in 
decision-making, with uninsured patients being 1.5 to 2 times more likely to 
accept DT compared to their privately insured counterpart [5]. Participants 
comfortable with all 7 procedures were more likely to avoid dental care due to 
lack of affordability [5]. The study concluded, that as a whole, members of the 
underserved population were comfortable with a dually licensed dental hygiene/ 
therapist when providing needed care [5]. 
In 2012, Phillips et al obtained data on 157,328 procedures performed at 
clinics associated with Midwestern dental school in hopes of determining the 
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proportion of dental care that might instead be performed by mid-level providers 
in these clinics [2]. As reflected by the data, the clinics delivered care to 
predominantly low-income (Medicaid 33%) or uninsured individuals (self-paid 
37%) in the following settings: a dental university’s pre-doctoral and graduate 
clinic, a hospital dental service, and an allied off-site community clinic [2]. The 
study focused on procedure codes that fell within the scope of practice of 
DHATs, ADTs and ADHT (referred to as ADT-RDHs) [2].  As many as 85% of the 
investigated procedures fell under the following categories: diagnostic, 
restorative, preventive, oral surgery, and adjunctive [2]. The main difference 
between ADTs and both DHATs and ADT-RDHs is that ADTs may not provide 
oral cleanings (prophylaxis), a preventive procedure [2].  This becomes apparent 
in the data; where ADT-RDH and DHATs could perform 99.9% and 97.1%, 
respectively, of all preventive procedures compared to only 26.2% for ADT, see 
Table 3.  
The study found that 48% to 66% of all procedures could have been 
carried out by a mid-level provider, see Table 3 [2]. In fact, hygiene-trained mid-
level providers could have provided care for about 33% of all patients and 50% of 
all visits [2]. Additionally about 80% of visits at the community-based clinic and 
50% of visits at the hospital-based clinic fell within the scope of practice of mid-
level dental providers [2]. A majority of the procedures performed at the off-site 
community clinic could have been performed by a DHAT (90%) or an ADT-RDH 
(84%)  [2]. The same trend was observed in the hospital dental services. A mid-
	 28 
level provider could complete 65% to 77% of all treatment received by school-
aged children and 38% to 60% of those received by seniors [2]. Medicaid 
covered 50% to 75% of all procedures within a mid-level providers scope of 
practice [2]. More than 50% of procedures provided to seniors (greater than 65 
years) could be performed by a mid-level provider, see Table 3.  
 
Table 3: The proportion of procedures that could have been performed by 3 
types of mid-level dental practitioners and a Registered Dental Hygienist 
(RDH) in a Midwestern dental school affiliated clinic in the U.S. (2012) [2] 
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The study acknowledges the importance of the level of supervision placed 
on a mid-level provider and the availability of a dentist in terms of improving 
access [2]. Direct supervision of a mid-level provider by a dentist hinders the 
advances made towards increasing access. A 2005 study found that only two 
thirds of community health centers with a dental program employ a full-time 
dentist [2]. Therefore, under direct supervision, the mid-level provider would not 
be able to practice in the absence of a dentist. Hygiene-trained mid-level 
providers would be able to increase access to the underserved population while 
lessening the burden of current dental safety nets while operating under the 
general supervision of a dentist [2].  
 
  
	 30 
3. Discussion 	
It is apparent that developing countries are not the only nations benefiting 
from the use of dental therapists. The 54 countries identified as utilizing dental 
therapists included countries that were both developing and developed [3]. In 
fact, in terms of dental health access most nations can be thought as being 
“undeveloped” [4]. Though the United States is a developed nation, it doesn’t 
have a National dental insurance program nor does it have a dental care delivery 
system. The U.S. also lacks a National dental prevention program, although 
fortunately, 75% of the U.S. population on public water supplies benefits from the 
community water fluoridation. To increase dental access, the United States 
should implement the use of mid-level dental providers, a model successfully 
used globally for many decades. 
The literature concludes that support by dentists for dental therapists 
increases over time when they are utilized [3]. They are strongly supported by 
both patients and parents of children in school-based programs and are overall 
met with general acceptance by both the public and dental profession [3]. One 
study has shown that the scope of practice performed by a dentist after 
employing a dental therapist had significantly improved [24]. Dentists across the 
board performed fewer preventive and restorative treatments after the 
employment of a dental therapist [24]. This change allowed for dentists to take on 
more complex work that was outside the scope of practice of a dental therapist, 
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such as endodontics, removable and fixed prosthodontics, orthodontics, and oral 
surgery [24]. 
Need for ADHPs in Massachusetts  
Underserved populations 
In Massachusetts, a mid-level dental provider such as an ADHP would 
help address the need to improve access to dental care which is limited by the 
disproportionate distribution of dental professionals, lack of affordability and by 
the lack of provider’s accepting MassHealth. The underserved population 
includes children, the elderly, minorities, people with disabilities, and MassHealth 
members who suffer the most severe consequences from the lack of access. 
Access is impacted by affordability, as seen in high-income and low-income 
populations. A 2015 survey reported that 85% of high-income adults and only 
56% of low-income adults visited a dentist in the past year [11]. In 2003, 14.7% 
of children and youth 17 years of age and under, were reported with special 
needs [38]. Dental access is harder for developmentally disabled and children 
with special care needs.  
• In 2009, The Massachusetts Department of Public Health reported that 
48% of the state’s 3rd graders experienced tooth decay compared to 
nationwide prevalence of 50% among 6 to 8 year olds [39]. 
• Untreated decay was reported as 17% in this group compared to U.S. 
national averages of 26% among 6 to 8 year olds. Despite being below the 
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national average, Massachusetts did not meet its objectives of Health 
People, 2010 for tooth decay prevalence [39]. 
• By 2030 the number of Massachusetts seniors (age 65-plus) are predicted 
to grow from the reported 13% in 2009 to 21% [39].  
• A 2009 report reveals that 59% of seniors living in long-term care facilities 
had untreated dental caries [40].  
•  In 2014, low-income seniors were 7 times more likely to experience 
complete edentulism (full tooth loss) than higher-income seniors with a 
household income greater than $75,000 [32].  
• As of 2014, 30% of disabled adults compared to 10% of adults without 
disabilities were missing 6 or more teeth [32]. 
Affordability and Dental Insurance: Medicaid 
The Commonwealth’s MassHealth insurance program combines Medicaid 
and the State Children’s Health Insurance Program (SCHIP). MassHealth is a 
public, need-based health insurance program for Massachusetts residents with 
low-to-medium income [39]. Dental coverage is included in MassHealth for 
individuals 20 years old and under. In 2009, about 58.8% of MassHealth 
members vs. 48% of uninsured residents reported seeing a dentist in the past 
year compared to 80% of privately insured residents [39].  
For MassHealth members with dental coverage one main concern is 
locating a provider who accepts MassHealth [1]. In 2013, only 1,429 dentists 
making up 21% of all registered dentists were active MassHealth providers [1]. 
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MassHealth, covering about 25% of the Massachusetts population, covers only 
some dental care [11]. In 2009, of the steadily increasing number of MassHealth 
members ages 0 to 21, less than half received any type of dental services 
despite having dental coverage [39]. In 2014, more than 290,000 individuals 
enrolled in MassHealth, making up 47% of people ages 1 to 21, did not see a 
dentist [41]. That same year, only 26% of dentists billed at least $10,000 to 
MassHealth and 35% treated a MassHealth patient [11].  
The current number of active MassHealth dentists is unable to meet the 
needs of the Massachusetts MassHealth population, further preventing access to 
this underserved population. An analytical study investigating dental procedures 
performed at various clinic settings determined that Medicaid covered 50% to 
75% of all procedures within a mid-level provider’s scope of practice [2].  
Workforce shortages: HPSA  
Dental workforce: number of licensed dentists and hygienists 
 
There are 6,301 professionally active dentists and as of 2015, 6,250 
dental hygienists registered in Massachusetts serving 6.79 million residents 
[17,18,42,43]. The dentist-to-population ratio in the state is 1:1,078, well below 
the recommended ratio of 1:1,500. However, the number of practicing dentists is 
unevenly distributed across the state resulting in 1/10 of the state’s population 
living in designated HPSAs [11]. As of 2016, more than 500,000 people lived in 
62 identified dental HPSAs [32,44]. In 2009, 24 dental HPSAs were reported in 
	 34 
Massachusetts; this number has more than doubled in 2016 [26]. A 2007 study 
determined that access significantly varies by county [32]. For example, 
untreated caries ranged from 8% for kindergarten-aged children in Norfolk 
County to 31% in Hampshire County [32]. In Middlesex and Plymouth counties, 
13% of their 3rd grade population experienced untreated dental caries compared 
to 31% in Suffolk County [32]. As of 2016, about a 52% of the population living in 
a designated HRSA in Massachusetts have unmet needs [45]. 
Community Health Centers and Emergency Rooms  
The underserved population typically turns to Community Health Centers 
(CHC) with a dental program as a means of accessing dental care [2]. In 
Massachusetts, CHCs are the principal dental safety nets providing care. In 
2013, there were about 53 CHCs with a dental program as well as satellites in 
Massachusetts [1]. In 2013, these safety nets had approximately 600,000 patient 
visits [1]. This current system has been severely strained and can only serve a 
fraction of the need due to limited budgets, difficulty recruiting dental providers, 
limited MassHealth coverage, and a growing MassHealth member population 
[1,2]. The addition of a mid-level dental provider to the state’s dental workforce 
would help alleviate the burden placed on CHCs with a dental program by 
increasing access to the underserved populations who most frequently rely on 
them.  Also worth noting is the general attitude of the underserved population 
towards a mid-level dental provider. Studies have concluded that this population 
has reported being comfortable with a dually licensed dental hygiene/ therapist 
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providing various preventive and restorative treatments [5]. 
Today, MassHealth pays for 48.8% of all preventable ER dental visits [11]. 
Children covered by MassHealth are 6 times more likely to visit the ER for 
preventable dental problems in comparison to their counterparts on private 
insurance [11]. MassHealth adults are 7 times more likely to visit the ER for 
preventable dental problems compared to adults covered by private insurance, 
see Figure 2 [11]. From 2008 to 2011, MassHealth paid $11.6 million for dental 
ER visits for adults [11,32]. The addition of an ADHP would increase the dental 
safety net in Massachusetts by improving access and reducing the cost 
MassHealth spends on otherwise preventable ER dental problems.   
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Figure 2: Emergency Room Visits for Preventable Oral Health Conditions. 
The rate of ER visits for preventable oral health conditions for children and non-
elderly adults covered by commercial insurance and Medicaid in Massachusetts 
[11]  
 
 
Being employed by a CHC with a dental program is more “financially 
viable” for a mid-level provider than it is for a dentist, particularly a recent dental 
graduate [46]. As of 2014, the average debt a dental student graduates with from 
a public dental school is $216,437 and $289,897 from a private dental school 
[47]. Medicaid provides lower financial reimbursement for care and CHCs offer 
lower salaries to dental providers.  When faced with the burden of repaying 
student loans, dental graduates have less of an incentive to pursue such options. 
It is to no surprise that most dentists do not accept Medicaid patients, further 
increasing the barrier to access.  
Mid-level dental providers graduate with less debt from their educational 
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training program and have been shown to deliver high-quality, affordable care 
within the scope of their training while being part of a dental team [3,4,7]. They 
are taught to perform basic preventive and restorative clinical procedures that are 
perfected through the course of their clinical training by constant repetition. More 
specifically, DHATs are trained to perform about 46 billable procedures while a 
dentist’s scope of knowledge includes more than 700 [8]. Data shows that 
approximately 75% of procedures currently performed by a U.S. dentist could 
potentially be assigned to dental therapists [2]. This allows dentists to practice 
more profitable and complex dental procedures including root canal therapy, 
crowns and bridges, and implants, which require a “higher level of proficiency 
and efficiency” [3,4,22,24].  
 
An Addition to the Massachusetts dental workforce  
Although the first dental therapist was not employed in the United States 
until 2005 in Alaska, an attempt to increase access by introducing a new member 
to the dental workforce dates back to 1949 in Massachusetts [3]. The 
Massachusetts Department of Public Health was directed by legislation to 
provide a two-year training program for dental hygienists to prepare and restore 
teeth in children under the supervision of a dentist [3]. The initiative was funded 
by the U.S. Children’s Bureau. Due to opposition by the American Dental 
Association’s House of Delegates, the law was overturned in July 1950 [3,20]. In 
the 1970s, another attempt was made in Massachusetts in which the “Forsyth 
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Experiment” was authorized to train dental hygienists to provide basic dental 
services such as drilling and filling [3]. Once again, due to opposition by the 
Massachusetts Dental Society the program ended [3]. However, in a legislative 
battle on the State Dental Practice Act from 1974 to 1978, a dental hygienist was 
added by law for the first time as a full voting member to the state dental 
licensing Board in 1978. In addition, mandatory continuing education for 
relicensure for dentists and hygienists became law. This was accomplished in 
spite of severe opposition by the State dental society.  
The Oral Health Crisis in Massachusetts was a 2000 Special Legislative 
Commission Report detailing the oral health crisis in Massachusetts [48]. The 
report determined: 
• 4,000 calls per month were received from MassHealth from 
MassHealth members unable to find dental care 
• Almost one million Massachusetts residents were enrolled in 
MassHealth 
• 86% of dentists were not active providers of MassHealth 
Additionally, the report raised awareness to improve dental access in 
Massachusetts. It compiled various recommendations including:  
• Increasing access to public/private dental insurance 
• Increasing private and public capacity to provide dental services 
• Promoting statewide individual and population based preventive services 
• Developing and implementing an oral health data and information system 
	 39 
to monitor health status  
• Establishing a Special State Advisory Committee on Oral Health  
In 2007, A Report on the Commonwealth’s Dental Hygiene Workforce 
surveyed 70% (4,498) of dental hygienist eligible for license renewal in 
Massachusetts [38]. The survey helped devise several recommendations aimed 
at increasing dental access for the underserved population. Amongst the 
recommendations, it was concluded that dental hygienist are an “experienced 
and available workforce”. Their services should be utilized to increase access in 
community-based oral health prevention programs in settings such as schools, 
nursing homes and other public health settings [38]. Additional recommendations 
include expanding MassHealth status to all interested licensed dental 
professionals. This initiative would increase the availability of the dental 
workforce particularly in areas where they are most needed [38].  
These two reports helped pave the way towards improving access in 
Massachusetts.  In 2009, it appeared that a potential solution to increase dental 
access by using the available workforce had been found when Chapter 530 of 
the Acts of 2008 was submitted incorporating a new member into the 
Massachusetts dental workforce, the Public Health Dental Hygienist (PHDH), see 
Appendix 2 [22,49,51]. PHDH are registered dental hygienists who receive 
additional training and may provide preventive services in public health settings 
such as residencies of the homebound, schools, nursing homes, long-term 
facilities, clinics, hospitals, medical facilities, community health center, and Head 
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Start programs [1,22,49]. A dentist is not required to be on site, but a 
collaborative agreement between the PHDH and a supervising dentist is required 
[1,22]. Additionally, PHDHs may receive reimbursement directly from 
MassHealth, which potentially poses conflict of interest concerns for PHDHs who 
are employed by non-profit programs  [49]. A 2011 statewide survey indicated 
that 30% of dental hygienists were interested in practicing as PHDHs in the next 
five years [1]. 
However, restrictive amendments were added to the bill before it became 
law and “watered down” the positive impact that could be made by the law, by 
making it more difficult to become a PHDH [50]. Specifically, these amendments 
were: (i) having three prior years of full-time clinical experience (or 4,500 hours); 
and (ii) the inability for service reimbursement from private dental insurance or 
third party payers decreasing the incentives for hygienists to pursue the route of 
PHDH [1,51]. The major restrictive amendment was that PHDH are authorized to 
practice only what’s allowed in private practice, lessening their work potential as 
a PHDH. This new law was deemed a failure, as in 2014 there were only 33 
practicing PHDH, in Massachusetts [1]. The State Dental Society then used the 
failure of this law as ammunition against the recent efforts to create a Dental 
Hygiene Practitioner despite the fact they were responsible for its failure. They 
claim that PHDH have made “little to no impact” and “though we’ve been there 
and done that, some are advocating a let’s do it again model”, see Appendix 3 
[52]. 
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More recently, State Senator Harriette Chandler and Representative 
Smitty Pignatelli introduced new legislation, S.2076, which would create a Dental 
Hygiene Practitioners (DHP), a mid-level dental provider, in Massachusetts, see 
Appendix 4 [32]. Massachusetts DHPs are required to have a degree as a dental 
hygienist prior to entering the DHP educational program [32]. ADHPs are also 
required to complete a 500-hour (or 1 year) clinical preceptorship under the direct 
supervision of a dentist [53]. They must pass a comprehensive, competency-
based clinical exam before practicing under the general supervision of a dentist 
[53]. Additionally, they are required to enter into a collaborative agreement with 
the dentist or with a local, state or federal government organization [53]. 
Adhering to their scope of practice, they are permitted to interpret radiographs, 
place space maintainers, and perform pulpotomies on primary teeth in addition to 
drilling and filling [53]. If permitted by the supervising dentist, ADHPs can conduct 
oral evaluations and assessments, draft individualized treatment plans, and the 
nonsurgical extraction of permanent teeth [53]. Medicaid reimbursement is 
provided for their services, however they are not required to service Medicaid 
members [53]. They are not considered competitors of dentists; but collaborators 
to address the unmet needs of the underserved, see Appendix 5 [51]. A 2016 
Boston Globe editorial titled Give low-income residents access to dental care 
highlights the need for the approval of this bill. The editorial notes that in more 
recent years “one form [of a bill proposing ADHP] or another” has been before 
legislators, but due to “self-serving” opposition from organized dentistry never 
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advanced [46].  
A provision to add ADHPs in the budget was unanimously approved by 
the State Senate in 2016 and went to a conference committee after the bill 
faltered in the Joint Committee on Health Financing [54]. Dr. Don Berwick, the 
former national administrator of Medicare and Medicaid and co-founder of the 
Institute for Healthcare Improvement, commented that if approved at the joint 
House-Senate budget conference committee, the state of Massachusetts would 
be able to add ADHPs to its “list of proud commitments”, see Appendix 6 [54]. 
Proponents of the bill included Health Care for All, The Massachusetts Hospital 
Association, the Harvard School of Dental Medicine, and the Massachusetts 
Coalition for Oral Health. The Massachusetts Dental Society opposed the bill 
stating that ADHPs receive “minimal training” and are allowed to practice with 
“less than a Bachelor’s degree education” [52]. In fact, evidence has proven 
otherwise, stating that care provided by mid-level providers is affordable, safe, 
effective, and of high quality, aimed towards improving dental access where it is 
most needed.  
Politics prevailed in Massachusetts as the attempt to introduce a mid-level 
provider was once again met with opposition by organized dentistry. Therefore, 
the ADHP amendment was not included in the final fiscal year 2017 budget [54].  
2016 marks the 67th anniversary since the initial attempt in 1949 of 
implementing a new member into the Massachusetts dental workforce. This mid-
level provider had great potential for addressing the unmet needs of the 
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underserved. In 1964, 44 years after the introduction of the dental therapist, New 
Zealand reported that 72% of school-aged children had been provided with 
restorative care for dental decay [3]. In 1964, in the United States, a mere 23% of 
school-aged children received treatment for dental decay [3]. In New Zealand, 50 
years after the introduction of the dental therapist, permanent tooth loss was 
almost nonexistent in preschool and school-aged children [4].  
Opposition met by mid-level dental providers, such as DHAT and ADHP, 
in the U.S. historically parallels the struggle of their medical counterparts, 
physician’s assistants (PA) and nurse practitioners (NP) in the 1970s and 1980s 
[14,20]. After realization of their potential benefit, PAs and NPs are now an 
integral part of the medical workforce. To address the “dental crisis” of our 
underserved populations, we can only hope history repeats this pattern, and the 
addition of a new member to the dental workforce is implemented [48]. The time 
to introduce such a member to the dental workforce in Massachusetts and the 
rest of the U.S. is long overdue.  
In Massachusetts, expanding the dental workforce to include the 
Advanced Dental Hygiene Practitioner (ADHP) would better serve its 
underserved populations, which includes children, minorities, the elderly, people 
with disabilities, and MassHealth members. ADHPs would address the dental 
crisis in Massachusetts by increasing access to individuals who 1) cannot find a 
dental provider in their area, 2) cannot find a dentist who accepts Medicaid, 
and/or 3) cannot afford dental care. Their services should be administered under 
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the general supervision of a dentist and carried out mainly at Community Health 
Centers and nursing homes where they can truly address the unmet needs of the 
underserved population, while lessening the burden placed on the state’s 
principal dental safety net [1,2]. Additionally ADHP’s should be restricted to 
practice in public health settings or in private practices where at least 15% of the 
patients are MassHealth members.  
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